SUMMARY The transoral approach to the upper cervical spine is an established but little used route, offering excellent access with good wound healing, to lesions of the bodies of the atlas, axis and upper part of the third cervical vertebra. The authors report four cases which demonstrate the value of the procedure.
Surgery for disorders of the cervical spine anterior to the cord is commonly performed through the anterior route, between the sternomastoid muscle and carotid sheath on the one hand, and the trachea and oesophagus on the other. However, the inaccessibility of the spine through such a route in the upper levels has generally resulted in the less satisfactory posterior approach, with attendant dangers to the spinal cord and medulla. An alternative anterior approach through the thin, relatively avascular midline raphe of the pharynx was proposed nearly twenty years ago,' but there have been relatively few reports since then,2-9 and there are no more than thirty cases reported in the literature. The authors report four transoral operations on the cervical spine, including three cases of atlantoaxial dislocation and one of cord compression by tumour.
The operative technique was based on that of Fang and Ong' with use of the operating microscope. The patients were anaesthetised and intubated, skull traction was applied and a tracheostomy performed. The tongue was retracted with a BoyleDavies gag, and the uvula with a suture to the hard palate.
A four centimetre midline incision was made in the posterior pharyngeal wall with its upper third at the anterior tubercle of the atlas (which is readily palpable). The soft tissues were stripped laterally off the anterior aspects of the vertebral bodies and intervertebral discs, and the muco-muscular flaps so raised were then held apart with stay sutures. Bone removal was performed with curettes and air drill in patients with hard bone consistency; pituitary rongeurs were often sufficient when bone was softened by tumour or rheumatoid disease. Peroperative plain radiographs or screening was used to guide the surgeon in the extent of bone removal. Fusion was effected between the lateral masses (when necessary) using chips of the removed bone placed between the articular facets of the lateral intervertebral joints, after these had been denuded of cartilage. The pharynx was repaired with a two layer closure using absorbable suture material. Oral nourishment was withheld for five days. A nasogastric tube was not used. A throat swab was taken before operation, and prophylactic antibiotic cover with flucloxacillin and sulphadimidine was administered for ten days after operation. Case 2 Mr RC aged 51 years had a 30 year history of rheumatoid arthritis. He developed a spastic tetraparesis and bulbar palsy causing recurrent aspiration pneumonitis, owing to atlanto-axial dislocation. Following a posterior fusion (occipito-cervical) without decompression 3 years previously he had improved, but subsequently presented with an 18 month history of recurrent symptoms. Examination revealed a spastic bulbar palsy causing constant inhalation of fluids and food, and a symmetrical tetraparesis of MRC grade 4/4+, with spasticity so severe that he required the use of two canes for walking and required help for feeding and dressing. Radiographs showed atlanto-axial dislocation, and myelography showed severe anterior compression by posterior tilt of the odontoid process. At operation the odontoid process was exposed by removing the anterior arch of the atlas and was removed. Fusion was then performed between the lateral masses. He regained virtually normal swallowing (no inhalation of food, but occasionally food "sticks"), is walking without help, is independent in feeding and dressing, and has returned to work. Temporary tracheostomy has been part of the group.bmj.com on November 8, 2017 -Published by http://jnnp.bmj.com/ Downloaded from standard management,1 2 4 9 but the transoral operation has been performed without per-operative or post operative difficulty using a standard oraltracheal tube.3 Late (two months after operation) respiratory obstruction has occurred in children from polyp formation at the tracheostomy site,1 and it would seem advisable to avoid tracheostomy in childhood.
The authors consider that the transoral approach should be considered when appropriate; in cases of anteriorly placed masses in the atlas, axis and upper part of the third cervical vertebral body; following traumatic atlanto-axial dislocation; and in rheumatoid disease when compression of the cord and medulla is anteriorly placed (including recurrent compression following posterior fusion). The approach gives excellent access, and with the illumination and magnification of the operating microscope is not technically difficult. under Discussion, the authors intended to state that "Flexion of the head is preserved following atlanto-axial fusion by whatever route" (not "rotation of the head").
